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Perforations in the course of submucous resections of
deflections of the nasal septum are, in my experience,
oftenest made during the denudation or excision of the
bony part of the deflection after the removal of its car¬

tilaginous portion. Nearly all of these perforations
occur in baring the so-called ridge of its periosteal cover¬

ings, the term "ridge" being used to describe the bony

Fig. 1.—Raspatory for the denudation of bony deflections of the nasal septum.

wall which, arising from the nasal floor, forms the base
of the septal skeleton and is composed of the incisor
crest, anterior end of the vomer and superior maxillary
crest. The ridge may be so low that it is barely indi¬
cated, or it may form a bony partition whose height may
even reach five-eighths of an inch. When the septum is
deflected into one or the other nostril, the ridge bends
over into the naris of -the convexity of the deviation in a

varying degree, so that in extreme cases it may lie almost
flat on the nasal floor. The periosteum covering the
ridge is commonly firm, thick and vascular and envelops
its upper border, crossing over it into the other nostril.
The periosteal envelope of the ridge is, therefore, dis¬
tinct from the perichondrial envelope of the cartilage of
the septum, but perichondrium blends with periosteum
along the top of the ridge, which thus marks the place
where both perichondrium and periosteum of one side are
continuous with these membranes on the other side of

Fig. 2.—The left nostril, held open with retractors ; the clotted
line, a, shows the incision which splits the periosteum along the
upper border of the "ridge;" b, cut edge of the uplifted mucous
covering of the posterior part of the deflection ; c, the mucous
membrane of the opposite nostril (naris of the concavity of the
deflection) uncovered by the removal of the cartilage; the retractor
{öj holds the anterior (reversed L) flap forward.

the septum. For this reason, after the removal of the
cartilaginous deflection, the upper boundary of the ridge
is not seen as bare bone, but is usually invisible under its
covering of periosteum and has to be found by feeling
with a probe. Observation has shown me that the diffi¬
culty so created in finding the ridge and resecting it,
thus buried in adherent fibrous coverings, has made
many operators afraid to touch it, so that they content
themselves with merely removing the cartilaginous part

of the deflection. Such neglect to take away the ridge
is, in my experience, nearly always the cause of an

imperfect clearing of the obstructed nostril. In several
instances, when the space gained by a cartilaginous
resection seemed sufficient, I have had to remove the
ridge in a later operation, and I have known other sur¬

geons to have the same experience. Even when it merely
takes up space because of excessive thickness and is
hardly bent over, the ridge should always be removed,
as the breathing-space thus obtained is of the greatest
advantage to the patient.

The perforations referred to are made along the upper
limit of the ridge, the operator, after successfully remov-

ing the cartilaginous deflection, tearing or cutting his
way into the other nostril in attempting to free the bone
from its periosteum along the tipper border of the ridgeand on the side of it which lies in the naris of the con¬

cavity of the deflection, the perforation occurring so
easily that the surgeon does not know that he has made
it until he looks through it into the other nostril. As
the upper boundary of the ridge represents the bottom of
the groove of the concavity, the perforation is seen in
this bottom, when looking into the nostril containing the
hollow of the deflection. The mucous membrane seems
to tear with especial readiness in this region, so that
what seems a mere slit at first usually becomes a large
hole when the ridge is resected. While I succeeded in
avoiding perforations in all but the rarest cases in this
region in my earlier work, I never felt entirely sure that
one would not be made until I began to bare the ridge

Fig. 3.—The left nostril held open with retractors ; the entire
bony deflection including the "ridge," a, has been bared of its
coverings by the raspatory, which may be seen working toward the
nasal floor on the concave side of the deflection ; b, mucous
membrane of the opposite nostril uncovered by the removal of the
cartilage and uplifted from the bony deflection ; e, cut edge of the
uplifted covering of the posterior part of the deflection held away
with a long retractor ; d, retractor holding forward the anterior
(reversed L) flap.

with the little raspatory here described, which gives me a

feeling of security in preparing the bony deflection for
resection that I never had before I began to use it. This
raspatory (Fig. 1) is a small chisel-edged instrument
whose blade is curved on the flat, and has a front and
lateral cutting edges.

It is used in the following manner : After finding the
upper boundary of the ridge with a dull elevator, th«
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periosteum is split along this boundary from behind for¬
ward (Fig. 2) with a small round-edged knife of my set1
designated by the capital letter E. The raspatory (Fig.
3) is then grasped firmly, close to its cutting end, so
that it may not slip, and the periosteum is scraped away
from the bone with it on the side of the convexity of the
deflection. Then the denudation of the side of the ridge
in the naris of the concavity is begun. Often the upper
border of the ridge is found surmounted by a strip of
cartilage contained in the periosteum envelope of the
ridge, not the envelope of the cartilage of the septum.
and this cartilage has to be scraped away with the raspa¬
tory from the ridge before the upper boundary of the
bone can be found. Then the raspatory is made to work
its way cautiously over the top of this boundary and
down the other side of the ridge into the naris of the
concavity until the bone is bared to the nasal floor (Fig.
3). In performing this denudation the instrument is
held so that its long diameter is nearly across the direc¬
tion of the ridge. After the incisor crest and anterior
portion of the ridge are thoroughly denuded to the nasal
floor, the raspatory is directed backward into the con¬

cavity of the bony deviation formed by the meeting of the
deflected perpendicular plate of the ethmoid bone above
am! the vomer below, the angle made in bony deflections
by the junction of these two bones forming a horizontally
placed bony V, described by me in previous articles. The
advantage of the raspatory over the ordinary sharp and
blunt elevator in denuding the bone lies in the constant
contact of the cutting edge with the bony surface, so that
plunging or unexpected cutting through the coverings
by the instrument is avoided, while in distinction to this,
the elevator is inclined to leave the bony surface at some

point, especially in hollowed places, and so is liable to
cut through the mucous membrane.
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It has been known since the early days of bacteriology
that tubercle bacilli are occasionally found in the cir¬
culating blood of patients suffering with tuberculosis.
It is probable that every case of advancing tuberculosis
is, at some stage of the disease, a bacteriemia ; at least,
there are times during the progress of every case in
which tubercle bacilli can be found in the blood. This
has been demonstrated by experiments and is also shown
by those cases of miliary tuberculosis in which every
oigan of the body becomes simultaneously the seat of
numerous tubercles.

The question was studied experimentally many years
ago by Kocarcl, Bang, and others in an attempt to dis¬
cover whether or not the flesh of animals suffering with
tuberculosis was dangerous as food. The experiments
carried out at that time showed that tubercle bacilli,
although introduced directly into the circulation in large
numbers, are in a very short time filtered out from the
blood. It is universally believed that this action takes

* Read before Wisconsin State Medical Society, June 23, 1909.
1. Shown in The Journal A M. A., Sept. 30, 1905, p. 988.

place in the lung, of which there is much experimental
proof, because the muscular tissue is found free from
bacteria, which could not be the case if it took place in
these tissues, or if the blood still contained the germs.
Much interest was caused, therefore, when in the fall of
last year Dr. Rosenberger announced that tuberculosis
was always a bacteriemia before it became localized in
the various organs of the body, and that bacilli could be
demonstrated in the blood by a very simple procedure.
His method consisted in drawing from 5 to 10 c.c. of
blood into a citrate solution in an ordinary test-tube,
which was then placed in an ice-box for twenty-four
hours, and the sediment examined without centrifuga-
tion. The ordinary stains were used, although Dr.
Rosenberger recommended Pappenheim's stain as a
decolorizer. In bis first paper he speaks of the large
number of tubercle bacilli which are sometimes found in
a single field. This at once excited skepticism in the
minds of many, as it seemed improbable that such masses
of bacteria could pass through the capillaries. The
alleged discovery was of such vast importance that it
merited careful investigation.

Through the kindness of Dr. J. W. Coon, superintend¬
ent of the Wisconsin State Tuberculosis Sanatorium at
Wales, we were allowed to obtain specimens of blood
from a number of the patients known to be suffering
with tuberculosis. At our first visit we drew specimens
from eighteen patients, following Rosenbergcr's methods
throughout exactly. After allowing the specimens to
stand in the ice-chest for twenty-four hours we made
smears from the sediment and stained and examined
them. We then took the remainder of the blood and
put it in a powerful centrifugal machine, and again
made smears from, the sediment. In all eighteen cases
our results were absolutely negative by both methods.
It will be observed that our second method, namely,
examining smears after centrifugating 10 c.c. of blood,
gave us a very much better chance of discovering any
tubercle bacilli which may have been in the blood than
the former method. We had intended pursuing the
experiments on a larger number of patients, but private
advices from several laboratories giving results identical
with our own convinced us that it was useless. Further
investigation may force us to change our opinion, but
at the present time we feel justified in saying that the
method of Rosenberger is not a reliable one and does
not furnish a means for the diagnosis of tuberculosis
either in the early stages or later.

Note.—Since the above paper was read the question
of tubercle bacilli in the blood seems to have been
entirely cleared up. Brem has shown that the acid-fast
bacilli, mistaken by Rosenberger for tubercle bacilli, are
frequently contained in distilled water as found in
laboratories. After spreading the blood on the slide,
Rosenberger lakes it by flooding with distilled water,
which must stay in contact with it for some time, after
which it is dried and stained. During the process of
laking the acid-fast bacilli become fixed in the smear
and take the subsequent stain. The observation of Brem
has been confirmed by numerous workers, and at the
present time we can say with a great degree of confidence
that tubercle bacilli cannot, as a rule, be found in the
circulating blood. Even when introduced directly into
the circulation of animals, they disappear from the
flowing blood within a few minutes, as lias been demon¬
strated by Schroeder and Cotton, MacFarland, Anderson
and others. We therefore feel confident in reiterating
the opinion expressed by us in our presentation before
the Wisconsin State Medical Society last June.
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